ABSTRACT
of overhead cost showed NICU specific overhead contributing at least two thirds of mean admission 30 cost per infant. Personnel salary made up three quarters of NICU specific overhead. Laboratory 31 investigation was the cost driver for consumables ranging from 29% (intensive care) to 84% (minimal 32 care) of mean total consumables cost per infant. Gender, birth weight and length of stay were 33 significant factors and cost prediction was developed with these variables.
INTRODUCTION
35 Preterm birth is defined as delivery before 37 completed weeks of gestation. It can be categorized 36 into late preterm (34 weeks to less than 37 weeks gestation), moderate preterm (32 weeks to less 37 than 34 weeks gestation), very preterm (28 weeks to less than 32 weeks gestation) and extremely 38 preterm (less than 28 weeks gestation) (1). However most morbidity and mortality affect very 39 preterm and extremely preterm infants (2). Preterm birth is increasingly common with substantial 40 medical, economic and social impact as it is invariably associated with acute and chronic 41 complications (3, 4) . Due to advancements in care over the last few decades, outcome and survival 42 of preterm infants have improved, however, the economic impact of preterm care has gained much 43 attention. Economic evaluation on the cost of managing preterm infants can generally be divided 44 into intensive care costs during initial hospitalization and long term costs such as health and 45 educational needs during the early years. Most studies have been devoted to costs of intensive care 46 as initial hospitalization accounts for the bulk of health care cost during the first 2 years of life of a preterm infant (5). More specifically, costs during initial hospitalization dominate 92.0% of the 48 incremental costs per preterm survivor (6) . Degree of prematurity also affects the cost of managing 49 preterm infants. Although moderate preterm infants have much less complications and better 50 survival rate, substantial resources are still needed to manage them as they comprise the bulk of 51 preterm admissions. On the other hand, very preterm and extremely preterm infants may be less in 
RESULTS

130
Infant characteristics 131 101 preterm infants from intensive care and 20 preterm infants from minimal care (moderate and 132 late preterm) were recruited from both study centres. 6 mortalities from the intensive care group 133 and 3 preterm infant with incomplete data from the minimal care group were excluded. This left a 134 total of 112 preterm infants for analysis from both intensive care (93 infants) and minimal care (19 135 infants) groups (Table 2) . Majority of preterm infants included were from the moderate (23%) and 136 late preterm groups (36%) followed by very preterm (32%) and extreme preterm (9%). In intensive 137 care extreme preterm group had the lowest mean birth weight of 0.92kg (0.61kg-1.26kg) but longest extended up to 53 days (22 days -104 days). In contrast late preterm had the highest mean birth 140 weight of 2.08kg (0.81kg-2.70kg) but shortest mean hospital stay at 19 days (2 days -104 days) and 141 lowest mean ventilation duration of 4 days (0 days -20 days). Preterm infants in minimal care had 142 the shortest mean hospital stay of 7 days (1 days -27 days) while the single longest hospital stay 143 was 167 days for an infant in the moderate preterm group. 
178
Subsequently non-significant variables were removed and multifactorial ANOVA was repeated with 179 length of stay, gender and birth weight to improve the cost prediction and observed power (Table 4) . (8). Narang et al found the total admission cost for 239 preterm infants less than 1000g was 4 times more than those weighing 1250g-1500g (17). The cost 240 of neonatal care for infants below 1000 g was found to be 75% higher compared to those between 241 1000g to 1499g and more than four times higher than those weighing 1500g and more (3, 21). These 242 findings relate to this study where the total cost of intensive care per infant for extreme preterm 243 (mean birth weight 0.92kg) was more than one and a half times higher than very preterm group 244 (mean birth weight 1.26kg), two and a half times higher than moderate preterm (mean birth weight 245 1.69kg) and five times higher than late preterm (mean birth weight 2.08kg). However it has been 246 observed that more than two thirds of total preterm hospitalization cost belonged to infants who 247 were not extremely preterm (22).
248
Gender, birth weight and length of stay as cost predictors in this study are supported by previous 249 evidences. A compilation of related studies have shown that male preterm infants face higher risk of 250 mortality and morbidity which contribute to higher cost (23). Morbidities include blindness, deafness 251 and neurological disorders such as learning problems and cerebral palsy. Higher risks for 252 complications of respiratory distress syndrome and intra-ventricular haemorrhage occur for those 253 born at 23-32 weeks of gestation and is more pronounced in the extreme preterm group (24, 25). In the acute stage of illness more preterm males need mechanical ventilation, inotropic support and require more surfactant (26). During convalescence more preterm males develop broncho-pulmonary dysplasia and require supplementary oxygen upon discharge (27). Better outcome in 257 female preterm infants may be explained by faster maturation during gestation leading to more 258 developed lungs and other organs that avoids complications (23, 25) . Furthermore in the event of 259 hypoxic stress during labour preterm females have significantly higher catecholamine levels than 260 males as a protective response. A comparison between male and female infants who received 261 intensive care in this study is shown in Table 5 . Despite similarities in mean gestational age and birth 262 weight male infants generally required more resources and cost, reflecting findings in the 263 aforementioned studies. 
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